This paper presents the case records of 5 patients whose intractable constipation and recurrent pain have been successfully treated by a large resection of the colon and ascending sigmoidostomy.
Case 1 Woman aged 58 October 1969: Admitted as an emergency with transverse epigastric pain. Tender under right costal margin. Pyrexia of 103°F (39.4°C) for one day. A diagnosis of cholecystitis was made; however, a cholecystogram which was performed forty-eight hours after admission showed normal function. Barium meal normal. Barium enema showed a wide long constipated colon. Sigmoidoscopy normal. At that time she insisted that her bowel action was unremarkable, occurring regularly once or twice a day without trouble.
I remained convinced that she had gall-bladder disease, because she had flatulent dyspepsia and further bouts of epigastric pain. February 1970: Laparotomy showed her gallbladder to be normal but she had an active anterior duodenal ulcer and this was treated by vagotomy and pyloroplasty.
She was relieved of her symptoms for six months and then had a further recurrence of dyspepsia, by which she meant epigastric pain relieved by antacids; she still denied any bowel upset. She was readmitted and an insulin test meal showed a complete vagotomy. The whole problem was therefore reviewed from the start. A repeat barium enema confirmed the large nonmotile colon. When she was again questioned about her large bowel habits it appeared that she had had trouble since she was in her teens and had taken every conceivable sort of laxative; it was quite possible for her to be constipated for many days if she did not take 3 or 4 Senokot tablets. April 1971: Resection of colon with ascending sigmoidostomy. To date she has had complete relief of her symptoms. The removed specimen was unremarkable on inspection and routine histology.
Case 2 Woman aged 48 In 1966 she had an appendicectomy while on holiday. One month later she was admitted with abdominal pain. Plain abdominal films showed evidence of marked constipation and her symptoms were relieved by enemata. Thereafter she continued to have bouts of abdominal pain. It was possible to distinguish two types of pain. The first was epigastric pain occurring in short bouts and relieved by food and alkalis. It was suggested on an early barium meal examination that she had a duodenal ulcer but in June 1970 she suffered a hematemesis from a lesser curve gastric ulcer.
The management of this gastric ulcer does not seem in any way to have altered the second pain which was central abdominal or right-sided colic. In the early stages of the development of this pain she denied any difficulty with her bowels, but as time passed she became increasingly severely constipated and required larger and larger doses of laxatives to keep her bowels working. She recognized that the colic occurred when her bowel was full. She seems eventually to have tried the whole gamut of stimulant and bulk laxatives and also a high-residue diet without any relief of her symptoms and latterly required regular enemata to control her pain.
On examination, she was thin, and scybala were palpable all over the transverse and descending colon. Two series of barium enemata, performed in May 1968 and January 1970, show Operation was performed in July 1970. There was some slight increase in thickness of the bowel muscle in the region of the sigmoid but, otherwise, no abnormality was found either macroscopically or microscopically. Since operation she has had no further symptoms and her bowels have been opened once daily with a formed motion.
Case 3 Woman aged 50 The patient had a 4-5 year history of right-sided abdominal pain which occurred suddenly and felt as though a bubble of wind were getting stuck there and blowing up. Nausea accompanied the pain which passed off after about twelve hours but left some soreness. Attacks occurred once or twice a month and were often heralded by some increasing difficulty with her bowels. She felt that this pain was related to bowel activity and had tried a variety of laxatives in order to avoid these attacks.
On examination, there was no abnormality; the patient was a large healthy woman. Barium meal, cholecystogram and IVP were all normal and the barium enema showed a cvcum on a long mesentery. A diagnosis of recurrent volvulus of the cwcum was made, and the next time she had a pain a plain X-ray was taken. This in no way confirmed the suggested diagnosis, but showed her to be very constipated. There were extreme social pressures to produce a surgical solution to her attacks and I thought her symptoms very suggestive of large bowel pain. She was submitted to operation and, since then, has had no further abdominal pain and has satisfactory bowel function once or twice a day.
Case 4 Woman aged 55 Case 5 Woman aged 62 Both patients had central, upper abdominal colic in bouts and both demonstrated, on barium enema, appearances similar to Cases 1 and 2, that is, massive retained fiTces on the after-evacuation film. I was sufficiently confident with these 2 patients to suggest an operation, and afterwards both had normal bowel activity without any occurrence of the abdominal pain.
Comment
None of these patients showed evidence of syphilis, diabetes or other endocrinological abnormality. All had barium meal, cholecystogram and IVP examination which have not been reported unless relevant.
It seems to me that only the first patient fits at all well into the description of cathartic colon originally produced by Heilbrun (1943) , and she is the only one who has what can be called a classical history of years and years of laxative taking. All these patients have, however, severe pain which is associated with loss of normal propulsion or transmission through the colon, and they have all become progressively less responsive to greater and greater bowel stimulation. I think that 4 out of these 5 patients could equally well be considered as suffering from spastic colon, whatever that may be, although none of them showed any prediverticular appearances on X-ray. We have not had sufficient histological facilities to demonstrate any alteration of the autonomic plexuses of the colon wall.
The type of operation was initially chosen empirically. All these patients showed formed faces in the ascending colon and I have always been impressed at the unpredictability of the results of ileorectal anastomosis. I also thought it would be a good idea to provide a distensible reservoir for flatus and from this reasoning it seemed correct to anastomose the ascending colon to the lower sigmoid (Fig 1) . The results at least in these 5 patients seem to justify this extensive procedure. REFERENCE Heilbrun N (1943) Radiology 41, 486 Cathartic Colon: Surgical Aspects [Summary] by Ian P Todd MS FRCS (St Mark's Hospital, London EC] V2PS) One problem in the management of cathartic colon is that the patient seldom seeks medical advice until the colon is decompensated: that is, it has reached a stage where its neuromuscular mechanism is unable to carry out its normal propulsive function even if the patient has made its contents fluid by purgation.
